Urgent Care-A health care service that provides care for unscheduled urgent health care issues, often beyond usual hours of General Practice Clinics
Wait times-The period of time from when a patient arrives in an emergency department to the time they are seen by a physician or nurse practitioner.
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The Nurse Practitioner Role in the Northern Emergency Care Setting It is estimated that over 50% of patients seen in emergency department settings in Canada require less urgent or non-urgent care, versus emergency care (Canadian Institute for Health Information, 2006) . Emergency departments are often stretched to the limit attempting to care for low acuity, primary care clients who decrease access for patients that require specialized emergency care.
Solutions to the issue of emergency department congestion and wait times are as complex as the factors that create them. This paper will review the potential role of Nurse Practitioners (NPs) in emergency care provision in British Columbia's Northern Health Region, focusing on the following question, would a model of emergency care utilizing the NP role increase patient access and decrease wait times in British Columbia's Northern Health Authority emergency departments as compared to the current model of care? For the purposes of exploring the notion of a model of emergency care that includes NPs, the busy emergency room at Prince George Regional Hospital will be used as an example to assess the factors that impede and facilitate emergency care provision in emergency department settings in the Northern Health Region.
In order to create a context for exploration, the current model of emergency care and factors than impact care delivery at Prince George Regional Hospital emergency department will be discussed related to structure, process and outcomes, as outlined in Donabedian' s model of quality care (Donabedian, 1988) . To provide further context, the Nurse Practitioner role and scope of practice in British Columbia (BC) will then be explored, followed by a brief description of the Nurse Practitioner role in emergency departments internationally. A review of literature on the NP role in emergency care will be presented, followed by a review of various models of care that are inclusive of Nurse Practitioners and how they could be added to the complement of emergency care providers in Northern Health Authority Emergency Departments. Finally, the limitations of this paper will be presented, along with areas for further consideration and research, recommendations and conclusions.
Chapter One: Background Long wait times for patients, of four hours or more, with the associated decrease in access to medical care and treatment, are making emergency care delivery a continuing topic of concern in Northern British Columbia (Dussault, 2007) . Nurse Practitioners are a new category of health care provider available to supply health care in British Columbia, with Nurse Practitioner (NP) programs preparing students at a Master's level of education. NPs are defined as " ... registered nurses who have achieved additional competencies required for registration ... with the College of Registered Nurses of British Columbia (CRNBC).
They provide services from a holistic nursing perspective, integrating elements such as diagnosing, prescribing, ordering diagnostic tests, and managing common acute conditions and chronic illnesses in their practice" (British Columbia Ministry of Health, 2006b, p. 1.7).
In 2003 the NP role was added to the complement of health care professionals available to provide care in the province with changes to the BC Health Professions Act (Government of British Columbia, 2006) . The British Columbia government's goal in introducing Nurse Practitioners was "to improve client health outcomes by increasing accessibility to health care services and filling gaps that presently exist in the health care delivery" (British Columbia Ministry of Health, 2006b, p. 1.3). The evolving role of Nurse Practitioners in BC will be discussed in a later section of the paper.
Current Model
The current model of emergency care at Prince George Regional Hospital includes initial triage and sorting of patients by a triage nurse. A triage nurse is a registered nurse with additional knowledge and skill in sorting patients presenting in emergency departments, using the Canadian Triage Acuity Scale (CT AS), which categorizes patients to estimate their acuity and associated acceptable wait times (Murray, 2004 ) . The CT AS system will be discussed in more detail later in the paper (see figure 1) . Patients are then assigned to wait in the waiting area until beds come available, or are placed in emergency department beds where nursing and medical care is provided. Patients are then treated and discharged, or admitted to hospital for further care and evaluation. Emergency physicians and nurses may seek out consultation or referral to specialist medical or nursing care, social work, home and community care, public health, or other services to aid in the care and appropriate disposition of emergency room clients. Prince George Regional Hospital is a referral centre for the entire Northern Health Authority of British Columbia (see figure one), which is the largest of six health authorities covering two thirds of BC's total area (Northern Health Authority, 2007) . PGRH provides consultation and tertiary care services to health care facilities and their patients in outlying Northern Health areas (Dussault, 2007) . Emergency care is provided throughout the Northern Health Region by several types of health care facilities. In smaller communities, Health Centers are facilities where nurses and physicians provide primary care as well as out-patient urgent and emergency care. In some locations nurses provide first call care, in which Registered Nurses triage and assess patients independently, and either care for them according to pre-determined protocols, or contact a physician for consultation, orders, or attendance for direct care. Patients needing higher levels of care or requiring admission to hospital are transported by ground or air to the nearest appropriate facility.
Nurse Practitioner Role in Emergency Care
Smaller community hospitals throughout BC provide emergency outpatient care, with a limited number of in-patient beds available for patients that do not require care, treatment or diagnostics beyond the scope of the small hospital facility. Finally, there are community hospitals in several of the larger communities that provide emergency and outpatient care as well as a range of surgical and diagnostic services depending on the centre. Community hospitals may also transfer clients to tertiary care centers such as Prince George Regional Hospital as needed (Dussault, 2007) .
Theoretical Framework
Donabedian's model of quality assessment of health care assesses the structures and processes in health care settings, and relates them to outcomes of care provided in the setting. Donabedian's structure-process-outcomes paradigm (SPO paradigm) is a classic model used in assessing health care quality (Rhee, 1987; Sibthorpe, 2004) . Donabedian contended that without proper assessment and adjustments made to all three components in his model, quality of care could not be achieved or adequately measured (Donabedian, 1988) . Structure, process, and outcomes will be discussed and defined in the context of the hospital emergency setting in the following section.
Donabedian was an American physician, who wrote extensively on the quality assessment of medical care in emergency departments and other health care settings. His model lends itself to the consideration of the NP role in emergency care in the NHA and Prince George Regional Hospital. Using Donabedian's framework, Northern Health Authority facilities could compare current quality of care indicators and outcomes with desired outcomes by analyzing structures and processes that impact emergency care. Any NHA facility providing emergency care might examine structure and its impact on care by assessing and analyzing structural components of care such as staffing mix, funding and budget, departmental and institutional organization, physical space, available equipment, care provider expertise, available health care resources in the community, and other factors.
Process could be assessed and analyzed in a similar manner by identifying components of process that are impacting outcomes, such as patient flow arrangements, patient care delivery models, consultation processes, procedures for responding to demand surges, and admission and discharge disposition processes.
Assessing and analyzing the current structures and processes in place in the Northern Health Authority, as described above, would make it possible to find gaps and obstacles to emergency care provision that affect patient outcomes. Once such gaps and obstacles inherent in structure and process are identified, potential solutions such as the addition of a model of emergency care delivery utilizing Nurse Practitioners could be more effectively considered and applied.
Levels of Emergency Care
All Emergency Department visits do not require high level emergency physician care.
Fifty-seven percent of all emergency visits in Canadian hospitals are assessed as non-urgent, primary care visits (Canadian Institute for Health Information, 2006) . Nurse practitioners are educated and licensed in British Columbia to provide quality primary care that includes caring for common non-emergent complaints such as those of patients attending NHA emergency departments with a Canadian Triage Acuity Scale Score (CTAS) of four or more, see table one (Murray, 2004) . Factors impacting emergency care delivery at PGRH include a number of structure and process issues that affect outcomes in emergency care. In relation to structure, several factors have been identified such as lack of nursing and medical staff, funding, lack of space in the ED waiting and care areas, a limited number of beds for admission of ED patients, decreased access to primary care due to a shortage of primary care providers in the area, as well as a lack of local long term and convalescent care beds in the community (Dussault, 2007) . A number of process related factors have also been identified such as patients with non-urgent complaints congesting the emergency department, and prolonged wait times for diagnostic services and results. Other process factors such as lengthy discharge planning, wait times for specialist consultation and care, and time spent by emergency physicians providing consultation to outlying facilities also impact emergency care delivery at PGRH.
Disposition of emergency patients can be delayed by any of the above structure and process issues, which in turn affects the outcomes of emergency patients at PGRH (Dussault, 2007) . . Implementing a NP role in the PGRH emergency department or in a near by parallel clinic, for instance, could potentially provide care for up to 4 7% of the clients presenting to the department with CTAS level four and five scores (Khokhar, 2006) . NP models of care would also be relevant to other facilities providing emergency care in the NHA, as the number of Canadian Triage Acuity Scale level four and five clients presenting at other NHA facilities would also be at or near that national average of 57% (Canadian Institute for Health Information, 2006).
Chapter Two: Appraisal of Evidence
Inclusion Criteria and Definitions
The literature search completed for this project was intended to capture English language information on the topic of nurse practitioners providing emergency care in both rural and urban settings. The search was conducted for articles between 1990 and 2006, but early articles were considered if they filled obvious information gaps, published and unpublished works were considered. Studies were sought with adult or pediatric participants, measuring any or all of the outcomes of quality of treatment or care, wait times, access, and cost. Articles from Canada, the United States, Britain, and Australia were identified. Three randomized control trials (RTCs) were located. No systematic reviews (SRs) were located through the search process. No evidence based practice guidelines (EBPGs), or outcomes management reports (OMRs) were located using the outlined search parameters. One systematic review is in progress in Australia, which is due to be completed in late 2007.
Studies from the US, Australia and the UK were utilized for this project. No specific exclusionary criteria were applied.
Sources and Search Processes
The CINHAL, Medline, and Psyclnfo databases were searched to establish keywords. After the search process was complete, 112 articles were identified as potentially relevant to the topic at hand; thirty relevant articles have been retrieved. Of those thirty articles, fifteen were found to be appropriate for the literature review section of this project
As a graduate NP student at the University of British Columbia, the author also gathered information NP practice models during a clinical rotation at Oregon Health Sciences University (OHSU) Emergency Department, in the NP led fast track and observation units (Rondeau, 2006 British nursing expert opinion paper does not contribute hard data to the consideration of emergency NP care models, however it does provide signposts for development of the role, such as ensuring standardization of emergency nurse practitioner of education, as well as the need for comprehensive workforce planning when considering the emergency nurse practitioner role (Brook & Crouch, 2004) . Dowling and Dudley's (1995) competency can inform the development of the NP role in BC by providing a structure to identify competencies for NP emergency practice in the region, and as a potential tool for evaluating baseline competency and evolution of practice over time. This study was well conducted but underpowered due to a small sample, N=17 from a single practice site, which potentially limits the generalizability of the study. The study found that the OSCE was valuable in assessing NP knowledge and skills and was valuable when used in conjunction with continuing education programs, but warned it was a labour intensive process, pointing out that there were many other methods of competency assessment that could be utilized such as direct observation, measurement of outcomes such as unplanned return rates and missed xrays, and other forms of testing such as multiple choice exams (Mason, Fletcher, McCormick, Perrin, & Rigby, 2005 was provided allowing for a positive assessment of the study's reliability and validity. They identified that emergency NPs working in the minor injury unit provided safe care that was equal an in some resects superior to that provided by physicians, with wait times that were much less (Sakr et al., 2003) . Ritchie, a British emergency NP, utilized a non-validated questionnaire to measure patient satisfaction of an emergency NP referral clinic that provided care for non-urgent client referred from the local emergency department. The study has positive findings related to NP care, although some clients were dissatisfied that they were referred to a next day clinic instead of being seen in the emergency department. The size of the study limits its power and generalizability; however, findings supporting the NP role in emergency care
were consistent with other studies in terms of patient satisfaction with NP care in the emergency setting (Ritchie, 2004) .
Chapter Three
Limitations
The literature cited in this paper originated from first world countries outside of Canada, including Australia, Great Britain, and the United States. While applying data from other countries is problematic due to differences in the definition, role, education, practice status, and licensure of Nurse Practitioners in the countries of comparison; it was necessary to include data from developed western countries, with similar medical traditions and models to Canada's, to supply sufficient data related to the NP role in the emergency department.
There is no formal standard of education, protection of title, or legislation addressing the The literature review is limited to articles found in a non-exhaustive search utilizing specific search engines during a specific span of time. Further investigation is warranted to ensure that all relevant data and seminal articles on NPs in the emergency care setting have been identified. Further consultations with institutions currently utilizing NP models, and NHA emergency care teams also must be completed to provide adequate information upon which to base NP emergency model selection and creation for NHA facilities. In addition complete analysis of PGRH Emergency Department Information System data should be undertaken, as the EDIS data accessed for the purposes of this paper represents less than one year of information regarding the PGRH emergency department.
Implications for NP Practice from Evidence
The The work of Cummings, Fraser, and Tarlier (2003) , suggests that Nurse Practitioner role design and implementation for acute care settings, such as emergency departments, should be planned and tailored to the needs of the setting for which they are being implemented (Cummings, Fraser, & Tarlier, 2003) , with no one model being suited for all circumstances. Cummings, Fraser, and Tarlier's article describes the implementation of the NP role in a major Canadian tertiary care centre and identifies the key elements of role definition, support of key players, and organizational change as instrumental to the success of implementing the NP role within any acute care setting. Support of the province, the health region, the communities, and other health care providers would be essential to the success of emergency nurse practitioner models and role development in the Northern Health Authority.
The utilization of Donabedian' s ( 1988) structure, process, and outcomes model for assessing quality of care would provide a framework from which NP models of emergency care in the NHA could be created, implemented and evaluated.
Models of NP Care for NHA Emergency Settings
Model selection and creation for NP practice in NHA emergency settings should be based on the needs and characteristics of the emergency department or facility being The creation of a NP Clinic pilot project at PGRH would provide an opportunity to explore not only potential NP models of emergency care for the NHA, but would also allow for exploration and evaluation of assessment, implementation, and evaluation processes that would best support integration of NP models of emergency care in the Northern Health Authority. Such a pilot project could also aid in identifying specific areas for future research.
The creation of a well planned NP led parallel minor treatment and same or next day follow up clinic at PGRH would provide the opportunity for this exploration, while improving access and decreasing wait times for PGRH emergency room clients.
Conclusion
Providing access to quality, timely emergency health care is a priority for the NHA 
